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<PROGRAM NAME> Notice of Appeal Rights

Appeal Date: <AppealDate>

In <PROGRAM NAME>, certain services and products must be reviewed and approved before
payment can be made for them. This review process is called prior authorization (PA). The
purposes of this letter are to notify you that <PROGRAM NAME> has either denied or modified
a request for prior authorization of a service or product that was submitted on your behalf and to
inform you of your right to appeal that decision.

Your provider <ProviderName> requested prior authorization for the following service(s):

Service Code Modifier Service Unit Dollar
Description

XXXXXXXXXXX XX XX XXX XXXXXXXXXXXXXXXXXXXXXX XXXXX.XX XXXXX.XX
XX XX XXXXXXX XXX XXX XXX XXXXXXXXX
XXXXXXX XXX XXX XXX XXXXXXXXX

XXXXXXXXXXX XX XX XXX XXX XXX X XXX XXX XXXXXXXXX XXXXXXX XXXXX.XX
XX XX XXX XXX XXX X XXX XXX XXXXXXXXX
XXX XXXX XXX XXX XXX XXXXXXXXX

<ServiceNN>

That prior authorization request, PA number <PANumber>, was reviewed by <PROGRAM
NAME> medical consultants. Based on that review, the following services have been denied or
modified as follows.



Denied Services

Service Code Modifier Service Unit Dollar
Description

XXXXXXXXXXX XX XX XXXXXXX XXX XXX XX XX XXX XX XXX XXXXX. XX XXXXX.XX
XX XX XXX XXXX XXX XXX XXX XXXXXXXXX
XXX XXXX XXX XXX XXX XXXXXXXXX

XXXXXXXXXXX XX XX XXX XXXXXXXXXXXXXXXXXXXXXX XXXXXXX XXXXX.XX
XX XX XXX XXXXXXXXXXXXXXXXXXXXXX
XXXXXXXX XXX XXX XXX XXX XXXXX

<DeniedServiceNN>

Modified Services

Service Code Modifier Service Unit Dollar
Description

XXXXXXXXXXX XX XX XXX XXXXXXXXXXXXXXXXXXXXXX XXXXX.XX XXXXX.XX
XX XX XXX XXXXXXXXXXXXXXXXXXXXXX
XXX XXXXXXXXXXXXXXXXXXXXXX

XXXXXXXXXXX XX XX XXXXXXXXXXXXXXXXXXXXXXXXX XXXXX.XX XXXXX.XX
XX XX XXXXXXXXXXXXXXXXXXXXXXXXX
XXXXXXX XXX XXX XXX XXXXXXXXX

<ModifiedServiceNN>

<PROGRAM NAME>’s denial or modification of the services requested was made for the
following reasons:

(Denial/modify code(s) will be inserted here)

<PROGRAM NAME> bases its decisions on criteria found in the Wisconsin Administrative
Code. <PROGRAM NAME> may modify or deny a prior authorization request if one or more of
the criteria are not supported by documentation submitted by your provider. The specific
regulation(s) that supports the reason for the denial/modification of your provider’s request for
services is found in the following Wisconsin Administrative Code:

(Wis. Admin. Code Regulation(s) will be inserted here)
We have sent your provider the denied/modified prior authorization request. We encourage you

to contact <Provider Name> to review the prior authorization request and the reasons for the
decision.



Your Rights and Responsibilities

You or your designated representative may appeal this decision in accordance with state and
federal law within <RecipientDays> days. To file an appeal, you may do one of the following:

1) Call your local county or tribal agency at the telephone number listed on the first page of this
letter for an appeal form and/or assistance in completing it.

2) Write a letter requesting an appeal to the Division of Hearings and Appeals at the following
address:

Division of Hearings and Appeals
Department of Administration
PO Box 7875

Madison WI 53707-7875

The appeal form or letter should include all of the following:

e The name, address, and telephone number of the <PROGRAM NAME> member for whom
the appeal is being made.

e The member identification number.

e The prior authorization number <PANumber> of the denied/modified request.

e The reason you think the denial or modification of the prior authorization is wrong.

REMEMBER: You must mail or deliver your appeal to your local county or tribal agency or the
Division of Hearings and Appeals so it is received by the <RecipientDays>-day deadline, which
is <AppealDate>.

You will lose your right to an appeal if your request to appeal is not received by the local county
or tribal agency or the Division of Hearings and Appeals by <AppealDate>.

If you file an appeal, you may expect the following to occur:

e The state Division of Health Care Access and Accountability will be required to explain, in
writing, the reason(s) for the denial or modification of the services your provider requested.
This explanation will be mailed to you.

e The Division of Hearings and Appeals will schedule a hearing to consider your appeal and
will notify you of the time and place by mail. Hearings are generally held at your local county
or tribal agency. You may want to ask your local county or tribal agency if there is free legal
help available in your area.

e At that hearing, you (or you may choose a friend, relative, attorney, provider, etc., to
represent you) will have an opportunity to explain your need for the service to a hearing
officer. Division of Health Care Access and Accountability staff may also appear in person
or participate by telephone.

e Based on all the information available, the hearing officer will make a decision on your
appeal, notify you of the decision by mail, and advise you of any additional appeal rights.



Whether or not you appeal, <PROGRAM NAME> will pay for any services it has approved.
After the hearing officer makes a decision on your appeal, <PROGRAM NAME> will continue
to pay for the approved services plus any additional services the hearing officer directs
<PROGRAM NAME> to pay.

If you need information about accommodation for a disability or for language translation, please
call 1-608-266-3096 (voice) or 1-608-264-9853 (TTY) immediately so arrangements can be
made. The staff at these numbers will not be able to provide you with information about the
reasons for Wisconsin <PROGRAM NAME>’s decision to deny or modify the prior
authorization request. These telephone numbers at the Division of Hearings and Appeals should
only be used for questions about the hearing process.
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